A 75-year old female was evaluated for recurrent angina. She had an underexpanded stent. Conventional methods failed to achieve a full stent expansion. Rotablation resulted in an excellent angiographic outcome and full stent deployment. The patient remains angina-free at 1-year follow-up.
Introduction
Rotational atherectomy (RA) is a technique currently used as a different strategy for treating heavily calcified lesions during percutaneous coronary intervention (PCI), in order to facilitate optimal stent delivery and expansion [1] . RA has evolved from plaque debulking technique to plaque modification [1] . The current management of plaque modification followed by stent implantation has remarkedly reduced the incidence of acute complications, but the efficacy of this method is highly operator dependent [1] .
Case Report
A 75-year old female with a history of an anterior myocardial infarction, treated with direct culprit vessel primary percutaneous coronary intervention (PCI) of left anterior descending (LAD) artery, presented with recurrent angina Canadian Cardiovascular Society class III. Stress echocardiography revealed decreased coronary flow reserve in the LAD territory. Coronary angiography showed a mid-LAD 99% in-stent restenosis (ISR) due to stent underdeployment and an intraluminal filling defect (thrombus) (Fig. 1a ). Rotablation atherectomy with 1.5 mm burr was attempted, and the ablation was initiated at the proximal edge of the stent. After 12 runs of rotational atherectomy using speeds of 200,000 rpm, a 3.0 × 8 mm balloon was inflated to 16 atm within the stent, with evidence of full balloon and stent expansion, resulting in an excellent angiographic result (TIMI flow III) (Fig. 1b) . At 1-year follow-up, the patient is asymptomatic.
Discussion
Drug-eluting stents (DES) have decreased the possibility of ISR. The current rate of ISR in the DES era remains higher than 10% [1] . RA in combination with DES implantation is an effective alternative approach in treating ISR [1] . The role of RA, as a treatment option for heavily calcified lesions, is well established in the literature [1] [2] [3] . Our case illustrates the clinical significance of RA in treating stent underexpansion in non-calcified lesions. Rotablation induces thermal injury and heat generation, causing the metal to erode and allowing balloon dilation and full expansion. This technique can be used when conventional methods are unsuccessful. We propose to broaden the use of rotablation in stent underexpansion, as has proven to be a safe and effective alternative [1] [2] [3] . 
